Objective-To canvass the views of all general practitioners and consultants working in Newcastle upon Tyne on the content of referral letters and replies, the feasibility of standardising certain aspects of referral letters, and the use of communications data for audit purposes.
Introduction
In the referral process, letters are the standardand typically the sole-method of communicating information between general practitioners and hospital specialists.' Letters provide a flexible medium because their form and content can be adapted to cover referrals ranging from straightforward technical problems to complex cases in which extensive details need to be communicated in both directions. Moreover, there is a recognition that referral letters and replies can function as a means of education for both parties. Since patient care hinges at least in part on how well both general and case specific knowledge and expectations are conveyed from one clinician to another it is important that this medium works as efficiently as possible. There is evidence, however, that clinicians are often dissatisfied with this aspect of their practice.24 Issues relating to the content of referral letters and replies seem to be at the forefront of such concerns.
More recently, managers and administrators have emphasised an additional imperative for addressing the issue of referral communication. Purchasing and contracting for services necessarily requires a level of detail not previously acknowledged in terms of demographic and classificatory data. Studies by the Department of Health have specified these minimum data sets5 and the ill fated standardised referral letter was a first attempt at collecting these structured data.
The literature on referral communications consists of two types of contribution. In The second type of communications study is based on the collection of empirical material in the form of doctors' views elicited by questioning or by analysing the content of actual letters. Young et al, for example, asked 25 general practitioners to rate the importance of 11 items of information for inclusion in consultants' letters.9 A high degree of consensus on "factual" items was revealed, with less agreement about "comment" items. A similar methodology was used in a study of referrals to child psychiatry.'0 Opinions about content were compared with actual letters and it was concluded that the requirements of both parties were being met only to a limited extent. Scaffardi also found sinlilar types of deficiencies in communications between general practitioners and physiotherapists."
A common approach, therefore, has been to seek the views of doctors about the relative importance of several content items before assessing how well existing communications match up to these "information needs." Unfortunately, most of the studies have been conducted within one specialty, often psychiatry. More information is needed from a wider spectrum of doctors on these content matters and on the issues concerning standard setting raised by Marinker et Wl. 8 The present study was therefore designed to canvass the views of all general practitioners and consultants BMJ VOLUME 304
28 MARCH 1992 working in Newcastle upon Tyne, seeking their opinion on the relative importance of a range of information and data items that might be included in professional communications. Additionally, the study aimed to determine whether letter communications should be used to influence clinical and referral practice. Within the first three areas the respondents were asked to rate the items (box) on a four point scale from "always important" to "unimportant." The items were chosen from those rated as important by general practitioners who had been interviewed in a pilot study and from previous published work on the content of referral letters.67I9 10 For the two clinical areas they were also asked if those items rated as "always important" should become a minimum requirement for the respective letters. Statistical analysis used the x2 test on a 2 x 2 table for consultants and general practitioners. For the purpose of the analysis the responses of "always important" and "usually important" were combined and "sometimes important" and "never important" were combined.
For views about feedback the doctors were asked whether they would agree with the consultant offering feedback to the general practitioner on the "worth" of the referral and the general practitioner offering feedback to the consultant. Respondents who did not disagree with these ideas were asked to indicate which of the items shown in the box they thought should be included in feedback.
Doctors were asked whether they would prefer to use their own words or a set of standard categories when stating the reason for referral. They were also asked for their views about using written communication between general practitioners and consultants as a subject for medical audit.
Results
Replies were received from 115 (73%) general practitioners and 159 (80%) consultants. Initially the consultants were categorised as either physicians (102) or surgeons (57) and responses were analysed by specialty, but as they differed on only four items ( (table VI) . Finally, in response to being asked their views on using written communication between general practitioners and consultants as a subject for professionally led audit, 74 (64%) general practitioners were in favour or strongly in favour, 31 (27%) were undecided, and 10 (9%) were against or strongly against this. The corresponding figures for consultants were 105 (66%), 35 (22%), and 19 (12%).
Discussion
This survey was carried out at a time of great change in the health service. Two of the four hospital units in Newcastle had been granted trust status two months before fieldwork began, and questionnaires were mailed two weeks after the NHS standard referral letter had been withdrawn in the face of critical responses from the profession. Both of these factors may have highlighted the salience of the issues to respondents, whose overall response rate was 77%.
A high degree of consensus exists among clinicians in Newcastle about the clinical and administrative content of referral letters and replies. For general practitioner referral letters 75% of respondents regarded eight items as "always" or "usually" important to include, and only one item ("What the patient or relative has been told") shows a significant difference between general practitioners and consultants at the 1% level. Additionally, the two groups seem to endorse most items equally strongly; we did not, however, ask doctors to rank the items in order of importance.
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28 MARCH 1992 A similarly high, if not higher, degree of importance is attached to the administrative items listed in table III. This result, however, must be interpreted in the context of the newly instituted minimum data set for referral documentation. Many of our respondents, we suspect, were replying to what they regarded as a fait accompli. Even so, general practitioners and consultants varied a little in their emphasis, with consultants, for example, regarding the patient's telephone number as a more important datum than the general practitioners did. Perhaps this reflects the probability that it will be the consultant who is more likely to contact the patient once the referral process has begun.
For the consultant's reply we proposed fewer items (eight as against 13 for the general practitioner's letter) and this may have influenced the tendency to see more matters as "always" for "usually" important to include. Once again, however, the patterns of responses were remarkably similar and there were no significant differences between the two groups of clinicians.
Doctors gave less endorsement to the idea of using referral communications as a vehicle for feedback about the consultant's views on the "worth" of the referral or the general practitioner's views on the consultant's reply. General practitioners, however, seemed more prepared to receive feedback than consultants seemed prepared to give it. The minority agreeing with the idea of feedback wanted it restricted to factual information about the problem or case referred. It seems clear that although referral letters and replies may occasionally and incidentally be of educational value there is some way to go before this medium could be considered appropriate to perform this function on a regular or routine basis, let alone accommodate an extension of its functions into more evaluative territory.
A more practical and less threatening approach to improving the quality of service suggested by this study lies in the responses to our questions about auditing referral communications. The items listed in tables II-IV represent normative ideal standards and the responses suggest that the majority of doctors endorse their content. Furthermore, the majority of both general practitioners and consultants were in favour of the items most frequently rated "always" or "usually" important becoming a minimum requirement for both general practitioners' referral letters and consultants' replies. This would seem to confirm the suggestion made by Marinker et al that referral communications should form the basis of the development of protocols among groups drawn from all sections of the medical profession.8 Indeed, two thirds of our sample was in favour of using letters as a subject for professionally led audit.
There are opportunities in these results for both managers and clinicians. Although the form of the standard referral letter was rejected (not least on confidentiality grounds), doctors clearly recognise the value of administrative data, which are also necessary for monitoring contracts and referrals. Hence, it should be possible to come to some agreed minimum data set, even though it is unlikely that this would include rigid categories of reasons for referral. Otherwise, doctors from this survey have endorsed a standard for communication which they can aspire to. In practice it is likely that this will be in the form of an "optimum" rather than an "ideal" standard. Relatively little resource would be required to undertake a regular audit by general practitioners and consultants of the extent to which they each achieve and maintain their stated preferences in practice. A PATIENT WHO CHANGED MY PRACTICE Beware the repeat prescription
As was common on a Saturday afternoon in Liverpool all the main roads to the city centre were devoid of traffic, making the house call I was engaged on that much easier to reach. It was to a friend's public house. His aged mother had been sick for several days. Ray, the proprietor, ushered me into his mother's bedroom and "left me to it," as he descended to catch the football at Anfield, a mile or so away.
I asked, "What's the matter Mrs Smith?" as I sat on the edge of the bed.
"Don't know Doctor. Seeing funny things and feeling sick. It's been happening for a few days now." She retched slightly.
I examined her and couldn't find anything to account for the problems.
"Mrs Smith, are you on any tablets?" "Yes, been taking thyroxine for many years. Me doctor in Walton Hospital says I've got a low thyroid gland. See. There." I picked up the tablets. They were labelled digoxin 0-25 mg daily.
I left the room to ring the nearby hospital, thinking of medical school and the fascination in learning that digoxin overdose causes the periphery of vision to become blurred green and yellow.
Mrs Smith's notes were located. Her hypothyroidism and thyroxine 0-25 mg daily was confirmed. After several days discontinuance of the digoxin the patient had improved sufficiently to admonish personally her general practitioner for the mistake. This was an example of a repeat prescription signed but unchecked by the doctor.
How this patient changed my practice is simple. Whenever I write a prescription it is always in my own hand and the medication is generically recorded in block capitals with the actual units similarly noted. BMJ VOLUME 304
